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Abstract
Introduction: The transplant waiting list exceeds the number of organs available. One means of increasing the organ pool is to
broaden potential donors to include those with chronic diseases. Research Questions: The study tested the effectiveness of
using peer mentors to encourage individuals on dialysis to enroll on an organ donor registry. Design: Dialysis units were pairmatched by size and racial composition and then randomized to one of 2 interventions: meetings with a peer mentor (experimental intervention) or organ donation mailings (control). Peer mentors were trained to discuss organ donation with individuals
on dialysis during in-person meetings at dialysis units. The primary outcome was verified registration in the state’s donor registry.
Results: After adjusting for age, gender, race, income, and education and accounting for correlation within the dialysis center,
there was a significant intervention effect. Among individuals in the intervention group, the odds of enrolling (verified) on the
donor registry were 2.52 times higher than those in the control group. Discussion: The use of peer mentors to discuss donating
organs after death with individuals on dialysis can increase enrollment on a donor registry. Dispelling myths about chronic illness
and donation can counter widely held misconceptions and help persons make an informed choice about end-of-life decisions and
present an opportunity to increase the number of organs and tissues available for transplant.
Keywords
education, behavior and behavior mechanisms, donor registry, dialysis, peer mentor, tissue, donation

Introduction/Background
The prevalence of obesity, diabetes, and hypertension, along
with an aging United States population, has increased the need
for transplantable organs. There are over 112 000 people waiting for an organ transplant in the United States, based on Organ
Procurement and Transplantation Network data as of October
13, 2019. The growing demand has prompted the use of new
approaches to evaluate who is eligible to donate organs, including use of extended criteria donors for liver transplant.1 Attention has also been given to including older donors or those with
medical comorbidities as potential donors.2,3
A common misconception is that older age, taking medications, and chronic health conditions preclude organ donation
after death.2-6 Studies have found that older adults perceive age
and chronic health conditions make their organs unusable and
this belief prevents them from signing up to donate their
organs.7-9 Education about the number of organs and tissues
that can be transplanted, demystifying the process for medically evaluating organs to determine if they can be used at the

time of death, and learning that age and health status do not
preclude donation were helpful to older adults in making the
decision to sign up as an organ donor.8 From 2006 to 2008, a
review of Michigan liver-alone donors revealed that 37% had
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end-stage renal disease (ESRD).10 While individuals with
ESRD cannot donate their kidneys, they can donate other
organs and tissues yet they are not typically considered potential organ donors. To our knowledge, no studies have been done
in the United States that report attitudes of individuals on dialysis about willingness to donate their organs and tissues after
death. Since the 1980s, prevalent ESRD cases have increased
by about 20 000 per year. There are over 521 000 persons with
prevalent ESRD who are on dialysis as of 2017.11
Community health workers, or peer mentors, have successfully helped patients with diabetes self-manage their disease.12,13 Among individuals on dialysis, peer mentors have
positively impacted discussion of end-of-life issues and completion of advance directives. In one study, African Americans
who interacted with peer mentors were more likely to complete
an advance directive and patients of all races assigned to the
peer mentor intervention were more comfortable discussing
advanced directives.14 The authors have successfully used lay
persons in a variety of settings to provide organ donation education that resulted in statistically significant increase in enrollment on the state’s donor registry.15-17 However, no study to
date has evaluated the impact of using lay persons to discuss
deceased organ donation among individuals with ESRD. The
objective of the study was to test the effectiveness of an organ
donation education intervention delivered by peer mentors on
increasing enrollment in the Michigan Organ Donor Registry
among individuals on dialysis. The primary outcome was verified registration in the state donor registry.

Design/Methods
Design
The trial used a cluster randomized design. Dialysis units were
pair-matched by size (> or <150 patients) and racial composition (> or <50% of patient population categorized as African
American) then randomly assigned to one of 2 groups—peer
mentor meetings (intervention) or organ donation mailings
(control). The study was approved by the Henry Ford Health
System Institutional Review Board and the University of
Michigan Health Sciences Institutional Review Board.
Informed consent was obtained for all individuals included in
the study. Participants were informed and signed the consent
document that noted researchers may have access to whether a
participant enrolled on the donor registry.

Setting
The study took place in 12 Southeast Michigan dialysis units
between 2011 and 2014, comprised of 11 units that had incenter
hemodialysis and home modalities (home hemodialysis and
peritoneal dialysis) and one unit that offered peritoneal dialysis
exclusively. The social work manager prioritized the order in
which paired dialysis units would implement the study, taking
into account staffing levels and concurrent projects. The unit
social worker served as the primary contact for each unit.
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Population
The patient population at the 12 dialysis units was 44% female,
63% African American, and primarily older with only 41%
between age 45 and 60 years and 41% aged 65 and older. The
unit social worker provided a list of patients on the hemodialysis schedule and the home schedule. Over a 3-month period,
study staff met chairside with eligible patients during their
treatment to describe the project and invite them to participate.
Home patients were approached during their monthly clinic
visit. Patients were blinded to treatment condition at baseline.
Exclusion criteria included <18 years of age, dementia or other
cognitive impairments prohibiting subject from providing consent, non-English speaking (due to lack of multilingual peer
mentors), and prior enrollment on the Michigan Organ Donor
Registry by self-report. Study staff documented which patients
had been approached using a recruitment log. A total of
554 patients, 45% of patients approached, consented to participate in the study.

Data Collection
Patients who consented to participate in the study were asked to
complete a baseline questionnaire, immediately following consent. Study staff administered the survey orally if the participant had difficulty completing the questionnaire due to vision
impairment or inability to complete during treatment with only
one arm because of dialysis procedure. A follow-up questionnaire was administered to participants 6 to 9 months post baseline. Patients received a USD 10 gift card incentive upon
completion of each survey.

Verified Enrollment in the Michigan Organ Donor
Registry (Primary Outcome)
Verified enrollment was tracked via coded Michigan Organ
Donor Registry enrollment cards, online drop-down menus,
and unique URLs. Participants received enrollment cards containing a unique code reflecting the participant and the dialysis
unit which enabled participants to enroll through the mail.
Online enrollments were tracked using a series of dropdown
menus where patients indicated the dialysis unit from which
they were recruited. Participants also received a postcard containing a URL indicating the dialysis unit of origin. The Organ
Procurement Organization (OPO) provided the donor registry
enrollment status for each participant by matching to name and
date of birth provided on the baseline survey. This practice was
approved through OPO’s Scientific Studies committee.

Attitudes Toward Organ Donation
The survey assessed demographics, willingness to sign up to be
a donor, as well as knowledge and attitudes toward deceased
donation. The baseline survey included demographic questions, while the follow-up survey included program feedback
and process evaluation questions.
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The secondary outcome was attitudes toward organ donation and measured by a 25-item questionnaire. The attitude
scales used in this study were used by our group in previous
studies with black churches and African American sororities
and fraternities.18,19 Five items were added to address dialysisspecific barriers, such as being too sick to donate or having
organs that cannot be used, and dialysis-specific benefits, such
as serving as a role model to other dialysis patients and giving
back. Each item is scaled 1 “strongly disagree” to 7 “strongly
agree.” Intention to donate was assessed through the question,
“How likely are you to sign up as an organ donor?” Response
options were scaled 1 “not at all likely” to 10 “very likely.” The
responses were categorized into low intention (scores 1-3),
medium intention (scores 4-7), and finally high intention to
donate (scores 8-10).
Based on analysis of baseline questionnaires from all 12
dialysis units, we identified 2 subscales with good psychometric properties. The first scale, General Benefits, was comprised of 11 items that address the positive aspects of organ
donations. The second scale, General Barriers, was comprised
of 14 items that address fears and misconceptions about organ
donation, which may prevent someone from donating. Each
scale also includes new items specific to dialysis patients.
We reverse coded items so that for all subscales, higher scores
are considered more positive, prodonation attitudes. Alpha
coefficients for the 2 scales were 0.86 and 0.80, respectively.
Further details about survey development, administration, and
baseline attitudes are described in another publication.20
Power calculations assumed enrollment rates of between
10% and 13% in the intervention group compared to 1% to
3% in the control group. Sample size calculations account for
assumed intracluster correlations (ICCs). The precise magnitude of the ICC in this study was not known; based on our prior
studies, we expected an ICC of no more than .03. Therefore,
assuming an ICC of .03, with at least 6 dialysis units per condition, we had adequate power to detect the proposed treatment
effects of 10% to 13% in the intervention group versus 3% to
5% in the control group in Gift of Life registration over 1 year.
Assuming power of .80 and a of .05, we required 35 patients
per unit and 210 patients per treatment group, with an expected
total of 420 in the study. To maximize the likelihood of an
acceptable ICC value, units were pair-matched on size and
racial composition.

Data Analysis
Group differences were examined using chi-square tests for
discrete variables and 2-sample t tests for continuous variables
at baseline; similar analyses were performed to compare baseline characteristics between those who dropped out during
follow-up and those who completed the study. To assess the
intervention effect on posttest donation status, generalized linear mixed effect model was used for the binary, posttest donation status by confirmed verified registry, with adjustment for
age, gender, and education and accounting for nesting of subjects within dialysis unit. For change in attitudes and intentions,
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we used mixed effect regression (SAS PROC MIXED) nesting
individuals within their units, adjusting for baseline values and
other potential confounders, for example, age, education, and
gender. To investigate the association between post-test attitude and enrollment status, mixed effect regression methods
were used to assess the relationship between post-test attribute
and confirmed verified postdonation status. Analyses were performed under intention-to-treat analysis; all analyses were conducted using SAS 9.3.

Procedure
Social worker and dialysis unit staff training. Social workers
attended an 8-hour training that included orientation to study
protocol and education about deceased organ donation, the transplant process, registering on the donor registry, and common
misconceptions about donation. Social workers were trained in
2 waves, with the first 6 units to implement the study undergoing
training first. Prior to implementation in a given dialysis unit, the
study staff met with the unit’s nurse manager, social worker, and
other leadership as appropriate to provide an overview and timeline of the program, discussed preferences for patient recruitment, and scheduled the training for the dialysis unit staff.
All dialysis unit staff were invited to a 30-minute training
that provided a study overview. The training was also intended
to gain buy-in from the unit staff and proactively address contradicting messages that could be detrimental to patient participation. To reach all staff, the training was held on 2
consecutive days and lunch was provided. The training began
with an optional baseline survey to assess staff attitudes and
beliefs about organ donation.21 Study staff presented a description of the study, overview of the state’s Organ Donor Registry,
and education that individuals with kidney disease can donate
organs and tissues after death. The role of the dialysis unit staff
was to be aware of the study, but not recruit patients, and defer
all questions to study staff or social workers.
Peer mentor training. The National Kidney Foundation of Michigan had a group of trained peer mentors (lay health educators)
who were identified by dialysis social workers and care team
members as individuals who have adjusted positively to dialysis, exhibit good communication skills, or appear to be informally mentoring fellow patients in their unit. These patients
were trained as peer mentors during an 8-hour training covering
basic motivational interviewing skills such as reflective listening. We approached the trained peer mentors who lived near
the participating dialysis units to participate in the study with a
goal of recruiting 30 peer mentors. These peer mentors
attended an additional 8-hour training about organ donation
and signing up on the donor registry, using motivational interviewing techniques to prevent pressuring the patient. We
trained 49 peer mentors, 27% of the current peer mentors, to
participate in the study. The study coordinator kept in contact
with mentors, via phone calls and coffee hours, to encourage
continued participation, hear their feedback, and troubleshoot
challenges.

Andrews et al
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Southeastern Michigan
Dialysis Units (N = 12)

Dialysis units randomized to control
group (N = 6)

Dialysis units randomized to
intervenon group (N = 6)

Dialysis paents at parcipang units (N = 1775)
Ineligible (N = 481; in Control: 220, in Intervenon: 261)
51 of 481 already on registry (Control: 20, Intervenon: 31)
Approached (N = 1294) — (Control: 570, Intervenon: 724)

Control Units
Mail delivery of organ and ssue
donaon educaon informaon
N = 239 (49.1%)

No follow up or survey not done (N = 46)
• Withdrew (4)
• Death (13)
• No longer eligible (4)
• Lost to follow-up (17)
• Lost to transplant (4)

Intervenon Units
Peer mentor delivered organ and
ssue donaon educaon informaon
N = 314 (43.3%)

No f/u: f/u survey not done (n = 119)
• Withdrew (40)
• Death (32)
• No longer eligible (14)
• Lost to f/u (25)
• Lost to transplant (4)

Analysis of follow-up survey data
N = 195

Analysis of follow-up survey data
N = 193

Figure 1. Group assignment and sample.

Intervention group protocol. In the intervention group, peer mentors were asked to meet with each participant chairside 7 times
for 15 minutes each session. The average number of interactions was 2.4. These meetings typically occurred in consecutive
weeks, but flexibility in scheduling was allowed to accommodate health concerns that often arise in the population. Each
meeting had a topic or theme that the peer mentor could connect back to the decision about organ donation. During meetings 1, 3, 5, and 7, peer mentors provided a donor registry
enrollment card to participants that could be completed and
mailed to the OPO. Peer mentor/patient meetings occurred
between June 2011 and June 2014. At the end of the series of
meetings, peer mentors received a USD 20 gift card for each
patient with whom they met.
Control group protocol. Participants in the control units received
4 mailings, 1 month apart, consisting of a donor registry enrollment card that could be completed and mailed to the OPO,
general information about organ donation, and instructions for
online donor registry enrollment. The first mailing was sent at
the same time that peer mentors began meeting with patients in

the paired intervention unit. Mailings were sent between June
2011 and June 2014.
Wrap Up Fair. Three months after completion of the patient and
staff follow-up surveys in a given unit, a Wrap Up Fair was held
to celebrate completion and thank patients for participating.
Efforts of unit staff who facilitated study implementation were
acknowledged. The Wrap Up Fair was held in the unit lobby
occurred on 2 consecutive days to reach patients on both Monday/Wednesday/Friday and Tuesday/Thursday/Saturday schedules. Holding the fair in the lobby facilitated engagement of
family members, caregivers, and patients who were not enrolled
in the study. Donor registry enrollment cards and a laptop were
available for individuals to enroll in the donor registry.

Results
See Figure 1 for randomization and group assignment for the 12
dialysis units included in the study. Of the 554 patients participating in the study, 46.7% were between ages 45 and 65 and
34.9% were aged 65 or older (Table 1). The average number of

224

Progress in Transplantation 30(3)

Table 1. Patient Demographics and Baseline Information.

Number of patients per
unit (mean, range)

Intervention
(n ¼ 314)

Control
(n ¼ 239)

Total
(N ¼ 554)

Mean (SD)

Mean (SD)

Mean (SD)

52.33 (21-98) 39.33 (24-71)
N (%)

N (%)

N (%)

163 (51.83)
121 (38.53)
30 (9.63)

119 (50.00) 282 (51.01)
87 (36.67) 208 (37.69)
32 (13.33) 62 (11.31)

Baseline attitudes
toward organ
donation

Mean (SD)

Mean (SD)

Mean (SD)

5.83 (1.06)
5.69 (1.01)

5.78 (1.12)
5.70 (0.95)

5.81 (1.08)
5.69 (0.99)

General Benefits
General Barriers

56
99
159
144

(17.83)
(31.53)
(50.64)
(45.86)

40
77
122
106

(16.74) 96 (17.5)
(32.22) 176 (31.8)
(51.05) 281 (50.7)
(44.35) 250 (45.21)

244
4
57
9

(77.71)
(1.27)
(18.15)
(2.87)

168
14
50
7

(70.29) 412 (74.37)
(5.86)
18 (3.25)
(20.92) 107 (19.31)
(2.93)
16 (3.07)

94 (29.81)
111 (35.26)
50 (16.03)

33 (13.81)

92 (16.7)

82 (34.31) 176 (31.8)
85 (35.56) 196 (35.4)
38 (16.03)

Confirmed donor registry
N ¼ 554

44 (21-98)

Age group
45 or less
45-60
>60
Gender (female)
Race
Black
Hispanic/Latino
White
Other
Education
Some high school or
less
High school or GED
Some college or
2-year degree
4-Year college or
above
Income
<$20 000
$20 000-59 999
$60 000 or more

59 (18.91)

Table 2. Odds Ratios for Registering the Michigan Organ Donor
Registry Following Peer Mentor Intervention.a

88 (16.2)

Abbreviations: GED, general equivalency diploma; SD, standard deviation.

baseline surveys per unit was 44. Participants were 45.2%
female; 74.4% of participants were African American/Black and
19.3% were White. Over half (51.6%) of the participants had
some college or above and 51% of participants had a yearly
income of less than USD 20 000. Overall, 28% of participants
were lost to follow-up. Attrition was tracked by the study coordinator and categorized as withdrew, death, no longer eligible,
lost to follow-up, or lost due to receiving transplant. While
nopost surveys were completed in this group, we were able to
determine status of donor registry enrollment. This attrition rate
was not surprising given the high morbidity and mortality rates
among individuals on dialysis.22 Those who were lost to followup did not differ from those who remained in the study for
treatment assignment, age, gender race, education, or income.

Verified Donor Registry Enrollment
The primary outcome was the verified registration on the
Michigan Organ Donor Registry at follow-up. Among the full

Control
Treatment
Age
> 45 years
30-45 year
<30
Gender (male vs female)
Race
White
African American
Hispanic
Other
Education (college or above vs less than
college)
Income
$60 000
$20 000-$59 999
<$20 000
a

Odds ratio

95% CI

1.00
2.52

(1.12-5.66)

1.00
1.23
2.01
1.43

(0.64-2.39)
(0.95-4.28)
(0.81-2.52)

1.00
1.17
8.83
0.75
1.42

(0.55-2.49)
(2.42-32.23)
(0.14-3.91)
(0.68-2.96)

1.00
0.52
0.48

(0.21-1.23)
(0.20-1.19)

Significant effects were highlighted in bold.

sample of 554 participants who completed a baseline survey,
92 participants (65 intervention, 27 control) had verified enrollment in the donor registry at the conclusion of the study. After
adjusting for age, gender, race, income, and education and
accounting for correlation (nesting) within the dialysis center,
there was a significant intervention effect. The odds of signing
up for organ donation at follow-up in the intervention group
were 2.52 times greater than the control group (P value ¼ .025;
95% CI: 1.12-5.66; Table 2). The study was powered to detect a
significant difference in the post-test donation registry status,
assuming an intracluster correlation (ICC) of 0.03. The actual
ICC from our study was 0.033, which was close to our assumed
ICC. The effect of the number of interactions on the registryverified enrollment was not statistically significant (P ¼ .63).
Among the demographic variables, Hispanic race was the only
factor that was significantly associated with confirmed donor
registry (odds ratio [OR] ¼ 8.83, 95% CI: 2.42-32.23); while
younger age (<30 years) was associated with increased odds of
self-reported enrollment status (OR ¼ 2.48, 95% CI:
1.20-5.14).

Secondary Outcomes
After adjustment of age, gender, income, education and race,
and baseline General Benefits scale, the treatment arm has a
significantly higher post-test General Benefits scale than the
control arm (6.21 vs 5.87, P value ¼ .005). No difference in
post-test General Barriers scale was found between intervention and control arms. The post-test General Benefits score
was also positively associated with intended donation

Andrews et al
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Table 3. Least Squared Means of Patient Attitudes Toward
Donation.a
Mean attitude (1:
General Benefits)

Mean attitude (2:
General Barriers)

Least squared
Least squared
means
means
(standard
P
(standard
P
error)
value
error)
value
Group
Intervention
Control
Age
30 or below
31-45
>45
Gender
Male
Female
Race/ethnicity
African American/
Black
Hispanic/Latino
White
Other
Intended donation
enrollment (among
noncurrent donors)
Low intention
(scores 1-3)
Medium intention
(scores 4-7)
High intention
(scores 8-10)
a

.005
6.21 (0.16)
5.87 (0.15)

.302
5.98 (0.15)
5.86 (0.14)

.789
5.97 (0.20)
6.07 (0.16)
6.09 (0.15)

.057
6.13 (0.19)
5.88 (0.15)
5.75 (0.14)

.385
6.10 (0.15)
5.99 (0.16)

.358
5.97 (0.14)
5.87 (0.15)

.084

.862

5.73 (0.16)

5.94 (0.15)

6.31 (0.34)
5.72 (0.09)
6.41 (0.35)

5.95 (0.31)
5.83 (0.09)
5.96 (0.32)

Conclusions

<.001

.096

4.75 (0.14)

5.46 (0.14)

5.60 (0.11)

5.51 (0.11)

6.11 (0.10)

5.78 (0.10)

Boldface values indicate groups significantly different in pairwise comparison
with P <.05. The least square means were adjusted for baseline attitude scores
and nesting with center.

Table 4. Odds Ratios Donor Registry Enrollment at Follow-Up on
Postintervention Patient Attitudes.

Scale 1: General Benefits
Scale 2: General Barriers

hemodialysis so may not reflect individuals on home modalities. One dialysis unit offered peritoneal exclusively; no
significant differences in donation attitudes and reported donor
registry enrollment status were found when the unit was compared to the hemodialysis units on the 2 baseline attitude scales.
Enrollment on the donor registry was verified at the end of the
study so other factors may have contributed to enrollment.
We provided peer mentors with a script to guide each meeting but fidelity to the meeting themes was not performed. We
did not observe the peer mentor–patient interactions in order to
respect confidentiality. Efforts to quantify the number and
length of peer mentor–patient interactions were hampered by
poor patient recall and peer mentors not completing tracking
logs. Peer mentor–patient interactions took place in the unit
where lack of privacy may have hindered frank discussion.
Finally, the recruitment message stated that individuals on dialysis could be deceased donors which could have impacted
baseline survey responses.

Odds ratio

95% CI

P value

1.46
1.51

(1.03, 2.07)
(1.03, 2.23)

.0318
.0359

enrollment at follow-up (Table 3). The General Barriers scale
was also significant in predicting donor registry enrollment
status (Table 4).

Limitations
The study has several limitations. A convenience sample was
used so selection bias may be present at the dialysis unit and
individual level. We worked with dialysis units in an urban/
suburban area owned by 1 hospital so results may not be generalizable to other dialysis providers, rural areas, or outside of
Michigan. Our sample was primarily individuals on incenter

The goal of this study was to determine the effectiveness of
using peer mentors to increase donor registry enrollment
among individuals on dialysis, a unique and untapped population. To our knowledge, this was the first randomized intervention trial designed to increase enrollment in an organ donor
registry among this population. We demonstrated that patients
meeting with a peer mentor were more likely to sign up as an
organ donor compared to patients receiving mailings. Participants in the intervention group also scored higher than the
control group on the General Benefits scale.
We exceeded patient and peer mentor recruitment targets.
Despite initial skepticism from dialysis unit staff, patients were
generally receptive to the project and surprised to learn that
they could be deceased donors. Approximately 15% of participants indicated that they were enrolled on the donor registry
at baseline; these participants were not excluded because selfreport is not always accurate. Results show that the selfreported donors had significantly higher prodonation attitudes
on both scales than self-reported nondonors. Our experience
suggests that individuals on dialysis were simply unaware that
they could be deceased donors. Further study of the usefulness
of the survey scales in predicting enrollment on a donor registry
may be warranted.
Strategies to keep peer mentors engaged included introducing the peer mentor to the dialysis unit staff during their first
patient meeting, periodic phone calls, and monthly peer mentor
coffee hours to facilitate exchanging tips for success and troubleshooting challenges.
On average, patients and peer mentors met 2.41 times of the
possible 7 meetings. We found no statistically significant association for the number of meetings with the post-test positive
donation status.
Lessons learned can inform future efforts to engage the
dialysis population in research. Buy-in from leadership of the
dialysis organization was essential to success but did not
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guarantee immediate acceptance of the project by unit staff.
Study staff recruited patients chairside during treatment. However, patients were often sleeping, ill, or required much deliberation when deciding whether to participate. Recruiting
patients on home modalities was challenging because typically
they have 1 monthly clinic visit. These lessons could have
implications for future organ donation research among populations with chronic health conditions and those aged 50 years
and older.
Future research should focus on the optimal number of contacts needed with a peer mentor strategy. The Wrap Up Fair
was a promising way to engage patients hesitant to commit to
peer mentor meetings or participate in research. The fair also
effectively reached patients’ family members and friends, some
of whom wait in the lobby during the treatment. Group celebrations may be an area for research because this approach is
less labor intensive than individual meetings. It is unknown
whether the celebratory nature of the event or witnessing someone enroll on the registry increased individuals’ likelihood to
sign up. Engaging patients and caregivers in the lobby about
deceased donation is unique because most such educational
efforts focus on patient self-management topics, such as the
renal diet.23
The program could be replicated in other dialysis provider
systems and racial/ethnic populations. Community or transplant organizations could consider providing donation education to patients awaiting other organs. The findings support
research that trained laypersons, including donor recipients/
families, who are sensitive to the values of different cultures
and ethnicities, can provide education about end-of-life
decision-making and increase registration on a donor
registry.24,25
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